SUMMARY T and B cells were sought in effusion fluids of 13 patients with lymphoma. In T cell lymphomas (four cases) morphologically abnormal cells that formed E rosettes were present. In B cell lymphomas (nine cases) morphologically abnormal cells were present in only two cases, however immunological studies showed a reduction in T cells and monoclonal light chain immunoglobulin expression in six of nine cases. 
Patients with lymphocytic effusions often present a diagnostic problem. In particular the distinction of neoplastic from inflammatory lymphoid infiltrates may be difficult.' In only about 10% of effusions from patients with lymphoma can abnormal cells be detected by cytological examination.2 Recentlv Domagala et aP have suggested that T and B lymphocyte enumeration may be useful in the diagnosis of lymphomatous infiltrates in effusions. In this report we give the results of studies on T and B lymphocytes in effusions of 13 patients with nonHodgkin's lymphoma.
Material and methods
Pleural or ascitic effusions were obtained from patients undergoing diagnostic taps or drainage for relief of symptoms. A total of 13 patients with lymphoid malignancy were studied. In cases 1-12 diagnoses were made by lymph node biopsy. In case 13 diagnosis was made by haematological examination of blood and bone marrow. A control group of six patients with non-lymphoid malignancy was also studied (two lung carcinoma, one metastatic seminoma, one pneumonia. one pulmonary embolus, one pericarditis). Samples were collected into sterile plastic universal containers containing EDTA (2%) or heparin (10 U/ml). Mononuclear The results of immunological studies on effusions are shown in the Table. In cases of T cell lymphoma morphologically abnormal lymphoid cells were present in effusions of all the cases examined. Cases 1-3 were diagnosed as lymphoblastic lymphoma of T cell type on the basis of clinical features and histological and immunological investigations of lymph node, blood and bone marrow. In cases 1, 2 and 3 neoplastic lymphoblastoid cells in effusions formed E rosettes and exhibited focal acid phosphatase activity (Figs. 1, 2). Case 4 was diagnosed as an immunoblastic lymphoma by lymph node biopsy. In pleural fluid large immunoblastic cells that formed E rosettes were seen (Fig. 3) .
In cases 5-12 diagnosis was established by histological examination of lymph nodes and immunological studies of lymph node and blood mononuclear cells. These were all B cell neoplasms.
Of the B cell lymphomas, in only two cases (cases 5 and 7) did the effusion contain morphologically abnormal lymphoid cells. In case 5 these were large non-cleaved lymphoid cells (Fig. 4) . In case 7 typical cleaved cells were present (Fig. 5) In non-lymphomatous effusions the predominant lymphoid cell is a morphologically normal T lymphocyte with a small percentage of B cells. The percentages of T and B lymphocytes in the control group in this study are similar to those previously reported.3 7 8 In patients with T cell lymphoma normal percentages of T cells were present, these however were morphologically abnormal in all the cases examined. In two cases of lymphoblastic lymphoma (2, 3) effusion cells showed high levels of Tdt activity further indicating an immature abnormal T cell population.9 In cases of T cell lymphoma less than 20% of the lymphocytes expressed surface immunoglobulin. 
